Dual harm: the importance of recognising the duality of self-harm and violence in forensic populations by Slade, K
Dual harm: the importance of recognising the duality of self-harm and violence in forensic 
populations. 
 
Karen Slade, PsychD 
School of Social Sciences, Nottingham Trent University 
 
Individuals displaying both self-harm and violent behaviour are common within most institutional 
settings, especially within prison or inpatient settings.  However, there is a paucity of clinical 
guidance for the provision of effective care, with practices often emphasising the differences, rather 
than the similarities between these behaviours (1).   There is a growing awareness of the relevance 
and importance of recognising ‘Dual Harm’ (as described (2)) with emerging evidence that can guide 
both our research and practice.  Nevertheless, a lack of clarity remains around whether those who 
dual harm should be understood through a self-harm framework or a violence framework, or, as I 
will argue, seen as a distinct group which requires greater attention.    
There is an accepted association within the literature between harm to self (either as self-harm or 
suicidal behaviour) and engaging in harm to others.  Although significant overlap is reported across 
community, psychiatric, prison and school settings, little direct attention has been given to those 
who exhibit both behaviours and the prevalence, distinct characteristics or needs (3). 
There have been difficulties in confirming the prevalence of dual harm within the general 
population. A recent large-scale study suggested a rate of 2.9% amongst adolescents(4) but amongst 
those with a history of self-harm, 29-35% will also engage in violence (3,4).  Identifying prevalence 
has been easier within institutional settings with early studies on US psychiatric inpatients reporting 
a prevalence of nearly one-quarter (23%); with over half (53%) of those who self-harm also 
exhibiting violent behaviour (5) Recent UK studies suggest a custodial population prevalence of 
between 11 and 16% in men (2,6) and somewhat lower in women (7). Markedly, both studies 
identified that between 40 and 60% of those with a history of in-prison self-harm also had a history 
of institutional violence, similar to psychiatric samples.  The presence of dual harm is especially 
raised within institutional and custodial populations.  Interestingly, across settings and sex, the 
presence of violence amongst those who self-harm is consistently high, at one-third in community 
samples, rising to over half in institutional populations. 
The relevance of dual harm on improving safety and security 
Beyond simply an overlapping group, dual harm represents a significant safety and health 
improvement opportunity.  Although the rates of self-harm, suicide and violence are widely reported 
(8-10), currently few, if any, official figures report on dual harm.  However, we may want this to 
change as their impact can be broad, especially within forensic populations.  For example, recent 
research (6) reported that 56% of over 4000 misconduct incidents from one prison were accounted 
for by the 11% of the dual harm population.   This exaggerated impact suggests we should focus on 
early intervention, a task which requires join-up across services.  
The benefits of integrated early intervention which crosses behavioural boundaries are clear, from 
intervening with self-harm in the prevention of an escalation of risk to self (e.g. suicide,(11) ) to its 
development into violent behaviour (i.e. early self-harm doubles the risk of a later violent offence, 
(12). When considering potentially fatal outcomes, we now know that dual harm uses more lethal 
self-harm methods (4,6,7,13) with over 6% of suicides having a violent conviction (14). The 
development of integrated and focussed intervention could significantly improve overall safety and 
stability far beyond the boundaries of a singular harm. However, addressing the raised risk of death 
or serious harm requires understanding of the distinct identifiers and needs of this group and to face 
challenges posed by current practice and policy.   
Improving assessment for dual harm 
Given the prevalence and their impact on services and society, there is surprisingly little known 
about the characteristics and behaviours of this group, beyond those who tragically engage in 
homicide-suicide. Thankfully, a duality of fatal behaviour is extremely rare, and usually occurs in a 
specific interpersonal context and as such, this sub-group is not a specific focus of this commentary.   
Nevertheless, in keeping with this broader consideration of dual harm, individuals who undertake 
homicide-suicide are considered distinct from those who engage in either homicide or suicide (15)  
The integration of distinguishing features for dual harm may improve our assessments and aid 
identification and address risk development.  Currently, the most consistent factor is a high 
behavioural versatility.  Dual harm engage in very high levels (3-6 times) of disruptive and 
maladaptive behaviours (e.g. firesetting, disorder or criminal damage (2,6,7) compared with all other 
groups, which likely reflect limitations in self-regulation (4,12).  Furthermore, this versality has been 
demonstrated in the range of methods used to self-harm (6,7,13) and may account for those who do 
utilise method substitution (16).  
We also know that antisocial personality disorder (ASPD) appears over-represented amongst dual 
harm populations (4,17). Furthermore, the presence of early substance dependence (4,18) indicates 
a potential area for early intervention.   However, the mixed relationship between current substance 
use and recent dual harm within prison populations (2,6,7) suggests this may be best framed as a 
stable dynamic factor than an explanatory one, a finding in keeping with homicide-suicide (15).   
Emerging evidence amongst adolescents suggests dual harm having greater experience of violence in 
early childhood, early contact with the criminal justice system and a higher rate of psychotic 
symptoms although no difference in their contact with mental health services (4,14). 
The distinctiveness of factors in this group could aid assessment or intervention focus for dual harm; 
utilising the breadth of maladaptive behaviour or SH method, ASPD traits, early substance 
dependence or psychosis (pre-18) or violence victimisation (pre-12).   However, this suggests that 
dual harm may initially present to a range of services (e.g. social services, substance use or criminal 
justice agencies), emphasising the need for all services to routinely assess the risk of harm to both 
self and others.  
Facing the conflicts and challenges 
A major challenge to confirming risk factors for dual harm has been the separation of violent and 
self-harm behaviours in both the academic and practice arenas, compounded by its distinction into 
the government arenas of ‘justice’ and ‘health’ (2).  This separation is based upon outcome, rather 
than cause, with the fields diverging and leading to conflicts within practice.  In most settings, 
violence is met with punishment and containment to protect others; with self-harm requiring care 
and compassion to protect the client (6) However, the known relationship between these 
behaviours makes this distinction unsustainable. 
The main practice challenge with dual harm, is that the clinician must balance the risks posed to 
others alongside those posed to client themselves when making judgements regarding access to 
services.   The decision to not expose staff or co-patients to a potential risk of harm may affect the 
provision of effective care and intervention for a dual harm patient in crisis.  The complex needs of 
this group coupled with the higher risk of suicide and lethal self-harm in this group requires 
equivalent, robust and sustainable alternatives. 
 Furthermore, evidence suggests that exclusion may lead to exceptional rates of punishment and 
isolation in this group, potentially due to the assumption that they need containment.  Compared 
with violent men who do not self-harm, men who dual harm spend, on average, 40% longer in prison 
and over twice as many days under segregation or similar highly restrictive regimes (6,13) with little 
evidence of therapeutic intervention.  Furthermore, this raises procedural difficulties whereby those 
in prison at raised risk of self-harm should only be placed in segregation under ‘exceptional 
circumstances’ (7,19) and therefore, the effective management of this group remains obscured. 
Conclusion 
People who dual harm make an impact, especially within forensic and institutional settings with 
around half of those who self-harm also expressing violence, with those who dual harm accounting 
for most of the wider disruption.  This is a distinct and complex group and we require our research 
and practice to turn its lens to understanding and integrating the distinct characteristics and needs 
of this complex population into the development of effective assessment, intervention and 
management.    A conceptual move towards the integration of dual harm into everyday practice 
could have a significant impact on fatal incidents but also overall safety and stability within many 
settings (20,21).  Routine assessments should cover both self-harm and violence, as separate 
behaviours but also as potentially linked.  Integrating the wider implications of dual harm (e.g. 
potential for lethal self-harm, behavioural variability, experience of isolation and punishment and 
early life events) into staff training could improve care and risk management approaches.  Finally, 
effective management requires greater cross-risk case management and cross-disciplinary decision 
making, which within criminal justice settings, this requires the routine and active participation from 
both health and justice colleagues.  
 
 
 
 
References 
 
(1) Nicholls, T. L., Brink, J., Desmarais, S. L., Webster, C. D., & Martin, M. L. The short-term 
assessment of risk and treatability: A prospective validation study in a forensic psychiatric sample. 
Assessment 2006;13:313-327. 
(2) Slade K. Dual harm: an exploration of the presence and characteristics for dual violence and self-
harm behaviour in prison. Journal of Criminal Psychology 2018a;8(2):97-111. 
(3) O’Donnell O, House A, Waterman, P. The co-occurrence of aggression and self-harm: systematic 
literature review. Journal of Affective Disorders 2015;175:325-350. 
(4) Richmond-Rakerd L, Caspi A, Arseneault L, Baldwin JR, Danese A, Houts RM, et al. Adolescents 
Who Self-Harm and Commit Violent Crime: Testing Early-Life Predictors of Dual Harm in a 
Longitudinal Cohort Study. Am J Psychiatry 2019 03/01; 2019/03;176(3):186-195. 
(5) Plutchik, R., van Praag, H. and Conte, H. Correlates of Suicide and Violence Risk: III. A Two-Stage 
Model of Countervailing Forces. Psychiatry Research 1989;28:215-225. 
(6) Slade, K. Risk factors and characteristics of co-existing violence and self-harm behaviour within a 
male remand and early-stage custodial population. Division of Forensic Psychology Annual 
Conference,Newcastle, June 2018; 2018b. 
(7) Kottler, C, Smith, J. and Bartlett, A. Patterns of violence and self-harm in women prisoners: 
characteristics, co-incidence and clinical significance. The Journal of Forensic Psychiatry & 
Psychology 2018;29(4):617-634. 
(8) World Health Organisation (WHO).   Latest suicide estimates in the World Health Statistics 2018: 
Monitoring health for the SDGs. 2018; Available at: 
https://www.who.int/mental_health/prevention/suicide/estimates/en/. Accessed March 23, 2019. 
(9) World Health Organisation (WHO). Global status report on violence prevention. 2014; Available 
at: https://www.who.int/violence_injury_prevention/publications/violence/en/. Accessed 
March/23, 2019. 
(10) Public Health England. Suicide prevention profile: statistical commentary, February 2019 update. 
2019; Available at: https://www.gov.uk/government/publications/suicide-prevention-profile-
february-2019-update/suicide-prevention-profile-statistical-commentary-february-2019-update. 
Accessed March 23, 2019. 
(11) National Institute for Health and Care Excellence (NICE). Self harm (NICE quality standard 34). 
2013. Available at: https://www.nice.org.uk/guidance/qs34 .  Accessed on September 13, 2018. 
(12) Sahlin, H., Kuja-Halkola, R., Bjureberg, J, et al. Association between deliberate self-harm and 
violent criminality. JAMA Psychiatry 2017;74:615-621. 
(13) Lanes E. Are the “Worst of the Worst” Self-Injurious Prisoners More Likely to End Up in Long-
Term Maximum-Security Administrative Segregation?, International Journal of Offender Therapy and 
Comparative Criminology 2011;55:1034-1050. 
(14) Webb RT, Shaw J, Stevens H, Mortensen PB, Appleby L, Qin P. Suicide Risk Among Violent and 
Sexual Criminal Offenders. J Interpers Violence 2012 11/01; 2019/03;27(17):3405-3424. 
(15) Panczak R, Geissbühler M, Zwahlen M, Killias M, Tal K, Egger M. Homicide-suicides compared to 
homicides and suicides: Systematic review and meta-analysis. Forensic Science International 2013 10 
December 2013;233(1):28-36. 
(16) Witt,K.,Daly,C., Arensmen,E., Pirkis,J., Lubman,Dan. Patterns of self-harm methods over time 
and the association with methods used at repeat episodes of non-fatal self-harm and suicide: A 
systematic review. Journal of Affective Disorders 2019 15 February 2019;245:250-264. 
(17) Harford T., Chen C., Kerridge B., et al.,. Self- and other-directed forms of violence and their 
relationship with lifetime DSM-5 psychiatric disorders: results from the National Epidemiologic 
Survey on Alcohol Related Conditions-III (NESARC-III). Psychiatry Research 2018;262:384-392. 
(18) Harford TC, Yi H, Freeman RC. A Typology of Violence Against Self and Others and Its 
Associations With Drinking and Other Drug Use Among High School Students in a U.S. General 
Population Survey. J Child Adolescent Subst Abuse 2012 09/01;21(4):349-366. 
(19) Ministry of Justice. Management of prisoners at risk of harm to self, to others and from others 
(Safer Custody) (PSI 2011-64) 2013. 
(20) Garrison, C., McKeown, R., Valois, R., & Vincent, M. Aggression, substance use, and suicidal 
behaviors in high school students. American Journal of Public Health 1993;83(2):179. 
(21) Hillbrand M. Aggression Against Self and Aggression Against Others in Violent Psychiatric 
Patients. Journal of Consulting and Clinical Psychology 1995;63(4):668-671. 
  
 
